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Abstract 
Medical audit is a new concept in developing countries like Pakistan. We carried out this retrospective
study on bronchial asthma. The purpose was to see if care given to patient with asthma meets the
accepted international standard or not. During this audit several deficiencies were found.
Documentation in notes about signs indicating severity of asthma was very poor. Peak flow recording
in the notes was also very deficient. There was no documentation in notes whether inhalers technique
of the patients has been checked or not. This audit shows that care given to asthma patients is far from
satisfactory and we clearly need to improve in order to reach the accepted international standards
(JPMA 45:298,1995).
Introduction 
Bronchial asthma is one of the commonest chronic disease world -wide. There is now ample evidence
that prevalence, mortality and morbidity is on the rise1-3.  It is also one of the common cause of
admission to hospital. We carried out this medical audit to assess critically the quality of medical care
given to patients with asthma. Our aim was to determine whether our patients evaluation and
management measured up to the standard recommended guidelines4. In this way, if we do find
deficiencies in the management compared to accepted standard then we could implement changes and
suggest recommendations. This would serve to improve the delivery of care to asthma patients.
Method 
This is a retrospective, descriptive study conducted at the Aga Khan University Hospital, Karachi. The
time period was between 1991 to 1993. Out of 593 adult patients who were seen with the primary
diagnosis of bronchial asthma, 100 were selected randomly for our study taking every sixth patient as
our case. All patients admitted with asthma as a secondary diagnosis and patients with COPD were
excluded. The record files of the patients were reviewed in terms of age, sex, history. physical
examination, investigations, management in the emergency, admission plan, discharge plan, PEFR
(Peak expiratory flow) at discharge and turn over for follow-up in the outpatient clinic.
Results 
In this study, 37% were males and 63% females. Age range was from 15-74 years, 65% of all the cases
were found to be over 40 years of age. Precipitating factors were not documented in 23 cases. It was
documented in 77 cases. Among documented, 64 (83%) had a precipitating factor for their asthma
attack. History of previous attacks were present in 92% of the cases. Family history of atopy was found
in 39% of the cases. However, in 20% of the cases there was no documentation.
a) Pre-admission medication
17% of the patients were on no medication while the rest 83% were using different medications at the
time of presentation, 28 were taking one medication, 26 were on two, while 29 were on more than two
medications. Percentage distribution of various medications used by patients before their presentation,
can be seen in figure.
b) Physical examination
In all the cases vital signs were monitored (Table I) and chest examination was done. But in 41%, 40%
and 8% there was no documentation of the use of accessory muscles, inability to speak and presence or
absence of cyanosis respectively.
Table I describes the presence or absence of signs that indicate severity of asthma. Pulsus paradoxus
was mentioned in only 27% of the cases.
c) Investigations
Chest x-ray was not done in 15% of the cases, in 29 cases (34.1%), it was found to be abnormal.
Arterial blood gases were not sent in27%of the cases. In those cases in which blood gases were sent, it
was abnormal (PCO2 >40 mmHg or P02 <60 mmHg) in 46% of cases. In 77% of the cases who were
seen in the emergency there was no documentation of PEFR.
d) Management in the emergency
Nebulizer was given to 99% of the cases either alone (10%) or in combination with other medications.
Only one out of hundred patients required ventilation whereas 68% of patients were given parenteral
aminophylline and 56% patients were given antibiotics.
e) Management in the Ward
On the whole, 69%of the patients received oral steroids. PEFR recording in the notes was only found in
10% of patients. None of the notes indicated whether inhalers technique has been checked or not. 88
patients were given outpatients appointment. Out of these only 55(62%) turned up for follow-up.
Out of 594 asthmatic patients, 5 died of acute asthma. They did not fall into our sampling by chance
because we randomly selected every sixth case for the purpose of our study.
Discussion 
Medical audit is a relatively new concept in developing countries like Pakistan. A regular audit can
greatly improve the quality of medical care. There is some evidence that beside other factors rising
mortality in asthma is also due to deficiencies in its management5. This audit gives us some important
results. The documentation of physical signs indicating the severity of the disease was very poor in the
notes especially patients ability to speak (documented in 60%) and pulsus paradoxus which is a useful
sign indicating severity of asthma was documented in only 27% of the cases. Our audit also highlighted
problems with our peak flow criterion, for admission, discharge and with the recording in the notes of
inhaler technique. PEFR was recorded in only 23% of the cases in emergency. There was also poor
recording of PEFR in the inpatient notes. On discharge, only 10% had their peak flow measured during
their hospital stay as evidenced by the inpatient hospital record. There was no mention. in the notes
whether inhaler technique of the patient has been checked or not. Looking at the medications, patients
were using before coming to this hospital, it was surprising to see that inhaled steroids constituted only
4% of total medications. Although inhaled corticosteroids are of proven value and currently the most
effective drup for prevention of asthma and improving the quality of life6-8 ~. In general also bron child
lators inhalers were used only by 30% of patients. This might be due to the fear patients generally have
about inhalers in Pakistan. Systemic steroids are of established value in acute severe asthma9. In our
study, only 69% of patients were given systemic steroids. This indicates under-use of steroids, be-
cause if asthma attack is bad enough to require hospital admission, then systemic steroids should be
given. As far as antibiotics are concerned, they are generally not considered as part of routine
management of asthma exacerbation. They are indicated only when there is sign of pneumonia or
patient has fever, leuàocytosis or purulent sputum. In our study we felt that antibiotics were used rather
excessively (56%). In some patients it was justified because they had evidence of bacterial infection but
in many, its use was not justifiable. Viral infections are the most common precipitating factors for
asthma and they do not require any antibiotics. The role of the ophylline/aminophylline in treating
exacerbation of asthma remains controversial10,11 ~. In this study aminophyllinë was used in 68% of
cases. British Thoracic Society guideline recommend use of aminophylline in only life threatening
cases4. Intravenous aminophylline is not recommended in the Emergency Department within first 4
hours of treatment however, it may have a role in the treatment of patients hospitalized with severe
acute asthma. In conclusion management of bronchial asthma, both in emergency room, as well as, in
medical wards was far from perfect. We clearly need to improve our overall performance in the
management of this condition. Regular audit has shown to improve the quality of medical care12. We
recommend more such audits in further. Following recommendations can be made from this study:
1. Documentation of physical signs indicating severity of asthma needs improvement.
2. Peak expiratory flow rate should be measured and documented in every patient with asthma.
3. Patients should be encouraged to use inhaled steroids as a prophylactic agent British thoracic society
recommends that any patient who gets symptoms of asthma daily should be put on regular inhaled
steroids.
4. Patients should have a regular check-up on inhaler’s technique and it should be documented in the
notes.
5. Intravenous aminophylline should only be used when patients have feature of life threatening asthma
or they failed to respond to B agonist nebulizer and steroids.
6. Indiscriminate use of antibiotics in the management of asthma attacks should be avoided.
Finally, several studies have shown that management of asthma patients admitted under specialist chest
physicians are much better compared to patients admitted under general physicians5,13-15. Therefore,
every attempt should be made to make specialist chest units in all hospitals where patients with asthma
can be looked after and cared by physician who is interested in bronchial asthma. The intensive
management of asthma patients in respiratory units can prevent unnecessary morbidity and mortality.
References 
1. Bumey, P.0.3. Asthma mortality in England and Wales. Evidence for a further. increase 1974-84.
Lancet, 1986;ii:323-6.
2. Flemming. D.M. and Crombie, D.L. Prevalence of asthma and hay fever in England and Wales. Br.
Med. J., 1987;294:279-83.
3. M’Hchell, E.A. Increasing prevalence of asthma in children, N.Z. Med. J., 1983;96:463-4.
4. British Thoracic Society, Guidelines Qn the management of asthma. Thorax, 1993;48(250 ppl):S 1-
524.
5. Baldwin, D.R., Ormerod, L.P., Mackay, AD. et al. Changes in hospital management of acute severe
asthma by thoracic and general physician in Birmingham andd Manchester during 1978 and 1985.
Thorax, 1990,45:130-134.
6. Haahtela, T.. Jarvinen, M., Kava, T. et al. Comparison of a beta 2-agonist, terbutaline, with an
inhaled corticosteroid budesonide, in newly detected asthma. N. Engl. J. Med., 1991 ;325:388-92.
7. Kerrebijin, K.F., Van Essen-Zandviliet, E. E. andNeijens,H.J. Effect of long-term treatment with
inhaled corticosteroids and beta-agonists on bronchial responsiveness with asthma. J. Allergy Clin.
Immunol., 1987;79:653-59
8. Salmeron, S., Guerin, J.C., Godard, P. et al. High dosesof inhaled corticosteroids in unstable chronic
asthma. A multicenter double - blind placebo controlled study. Am. Rev. Respir. Dis., 1989; 140:167-
171.
9. Neville, R.G., Clark, R.C., Hosring, G et al. National Asthma attack audit 1991-92. General
Practitioners in asthrnagroup. Br. Med. 3., 1993;306:559-62.
10. Fanta, C.H., Rossing, T.H. and McFadde, ER. Jr. Treatment of acute asthma. Is combination therapy
with sympathomimetics and methyixanthines indicated? Am. 3. Med., 1986;80:5-10.
11. Siegal, D., Sheppard, D., Gelb, A. et at. Aminophyltine increases the toxicity but not the efficacy of
an inhaled beta-sdrenergic agonist in the treatment of acute exacerbation of asthma. Am. Rev. Respir.
Dis., 1985;132:283-86.
12. Lim, B.D. and Harrison, W. A criterion based audit of inpatient asthma care. JR. Coil. Physicians
London, 1992;26:71-75
13. Bucknall, C. E., Robertson, C., Moran, F. et al. Differences in hospital asthma management. Lancet,
1988;1:748-50.
14. Bucknall, C.E., Robertson, C., Moran, F. et al. Management of asthma in hospital. A prospective
audit. Br. Med. J., 1988;296: 1637-9.
15. Arnold, AG., Lane, D.J. and Zapata, E. Current therapeutic practice in the management of acute
severe asthma. Br.J. Dis. Chest, 1983;77: 123-35.
